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F 272 | 483.20(b)(1) COMPREHENSIVE F2r2| F27m

=0 | ASSESSME
58=D| ASSESSMENTS 1, What comactiva actlon(s) will be accomplished

The facility must conduct initially and periodically for those jesidents found o have besn afecta:

a comprahensive, accurate, standardized Rasldant #184 Is no fonger a resident of the
reproducible assessment of each resident's facilrlﬁy, howeveraelu Minimum l:naltaat esda:t!”r (I';isé) '

i i significant sarraction was comple 1 an
functional capacity. submitted 3/19/13. 3192013
Afzcility must make a comprehensive
assessment of a resident'’s needs, using the 2. How will you identify other residants who have
resident assessmant instrument (RAI) specified the potential o be affected by the same deficient
by the State. The assessment must include at -practice and what corrective action will be taken.
least the following: o . All current residents with weight loss have the
Identificatian and demographic information; potential to be affectad. By 4/5/13, MDS nurses
Customary routine; {LPNs) auditad tha most recent MBS
Cognitive patterns; aszessments {o ensure they reRectad rasidents'
Communleation; accurate weights, 4/5/2013
Vision;

3. What measures will be put into place or

Mocod and behavior patterns; what gystematic changes will you make

Fsychosocial well-being; 1o ensure that the deflalant practice will
Phiysical functioning and structural problems; ' net pecur?

Continence,

Disease diagnosis and health conditions: Woeakly, for the next three monthg, the MDS

. . nurses (LPNs} or the Tirector of Nutrition
Déntal and nutritional status; Sanm:e(s will audit section K of the MDS and the
Skin conditions; Weight Record t ensure the MDS assessment
Activity pursuit; reflects the agcurate weight, 4512013
Medications:

Special treatments and procadures;

Discharge potential;

Documentation of summary information regarding
the additional assessment parformed on the care
areas triggered by the completion of the Minirmum
Data Set (MDS); and

Documentation of participation in assessment.
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£
A%eﬁciency statement ending with an asterisk (") denotes a daflclency which the instilution may be excused from cotracting providing it i5 datermined that
other safaguards provide sufficient protection to the patisnts, (See instructions.) Except for nursing homes, lhe findings stated above are d:sa[ogable 890 days
following the date of survey whether ar not a plar of correction is pravided, For nursing hames, the abova findings and plans of_uorreeuon are disclosahle 14
days following the date these dotuments ara made available to the facilily. I deficlencles are cited, an approved plan of corraction s requisite to continued
pmgram participation.
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This REQUIREMENT is not met as evidenced
by: }
Based on medical record review and interview,
the facility falled to accurately assess one
resident's (#164) weight loss of thirty-five
residents sampled.

The findings included:

Resident #164 was admitted to the facility on
Qctober 15, 2012, with diagnoses including Atrial
Fibrillation, Congestive Heart Failure, Chronic
Obstructive Pulmonary Disease, Diabetes
Mellitus, Hypertension, and Compression
Fracture of Lumbar Spine.

Review of the Quarterly Minimum Data Set
(MDS) dated January 9, 2013, revealed the
resldent was cognitively intact, required
supervision with set-up assistance for eating,
weight was 168 pounds, and had no weight loss
or gain.

Review of the medical record of the Initial Data
Collection Tool/Nursing Services dated Qctober
15, 2012, and the Nutritional Data Collection Tool
signed and dated Qctober 17, 2012, by the
Registered Dietitian, revealed the weight on
admission was 180 pounds.

Review of the Weight Record revealed the weight
on January 6, 2013, was 153 pounds, a
twenty-seven pound lass since admission or
fifteen percent loss.

Interview with the Registered Dietitian {(RD) on

(%) ID SUMMARY STATEMENT OF DEFICIENGIES i) PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENGY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 272 | Continued From page 1 F 272 4, How will the corrective action(s) be

monitored to ensurs the deficient
practice will not reoccur; i.e,, what quality
assurance pragram will be put Into place.

The Director of Nutritien Sarvicas or designee will
reviaw the MDS and Welght Redord audh and will
report findings monthly trries thrae months to the
merbers of the Performanca Impravernent
Committee. The committee will review the
findings and meke recommendations i any areas
are found to be defisiant. The Performance
Improvement Committee ingludes the Medicat
Direetor, Executive Director, Diractor of Nursing,
Pharmacist, Olirector of Rehab Servicas, Director
of Business Davelepment, Bualnass Gifice
Manager, Director of Admlssions, Director of
Envifonmental Service, Diractor of Health
Informatian, Dirgetor of Recreational Services,
Dirzctor of Malntenanes, Directar of Soctal
Setvicas, and Staff Devalopment Goordinator, 41512013
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F 272 | Continued From page 2 F 272
March 11, 2013, at 3:12 p.m., in the activity room,
revealed the RD was responsible for the MDS
weight data, Further interview confirmed the
Quarterly MDS dated January 8, 2013, did not
reflect the accurate weight of 153 pounds and
failed to identify the weight loss.
F 279 | 483.20(d), 483,20{k}1} DEVELOP F279 Fa74
85=0 | COMPREHENSIVE CARE PLANS
1, What correctiva action(s) wili be accomplished
A facility must use the results of the assessment far those resldants found to have been affected:
to develop, review and revise the resident's The Care Plza for Residant #55 was updated on
comprehensive plan of care, 8/13/13 by an MDS nurse (LPN) to reflect weight
loss. 3/13/2015%
The facility must develop a comprehensive care
plan for each resident that includes measurable 2. How will you [dentify other residents who hava
oblectives and timetables to meet a residant's the potantial to be affectod by the sama deficient
medical, nuraing, and mental and psychosacial practica and what carrective action will be taken.
Needs that are identified in the comprehensive
assessment. All current residents with weight loss have the
. _ tential (o be affected. On 31613, the Weight
The care plan must describe the setvices that are pR‘;mman, all ,.:sidents was audited by an Rﬂ for
to be furnished to attsin or maintain the resident's potential welght loss, By 4/6713, MDS nursas
highest practicable physical, mental, and (LPNs) audited curent care plans 1o ansure they
psychosocial well-being as required under addrassed weight loss as needed. 41512012
§483.25; and any services that would otherwise )
be required under §483.25 but are not provided 3, et measures wil ba put into place ar
: Y . yatematic changas will you make
due to the resident's exercise of rights under to ensure that the deficient practice will
§483.10, Including the right to refuse treatment not fecur?
under §483.10(b)(4). Waekly, for the next three months, the Director of
Nutrition Sarvices, Registerad Distician, Wound
. . . Nurse, Restorative Nurse or designees wil! audit
This REQUIREMENT is not met as evidenced Care Plens for residents identified to have weight
by: 08, 41512013
Baszad on medical record review, observation,
and Interview, the facility failed to care plan a
weight loss for one (#65) resident of thirty-five
residents samplad,
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The findings included:

Resident #85 was admitted to the facliity on
February 7, 2013, with diagnoses including
Chronic Obstructive Pulmonary Disease,
Cerebrovascular Disease, Alzheimer's Disease,
Anxiety, History Falls, Hypertension, Spinal
Stenosis and History of Prostate Cancer.

Review of the Admigsion Minimum Data Set
(MDS} dated February 14, 2013, revealed the
resident had impalred long and short term
memary, required supervision and set-up help for
eating, and was 163 pounds with no weight loss
or gain,

Review of the Admission/Readmission Weight
Flow Sheet dated February 7 and 8, 2013,
revealed 163 pounds (#). Further review revezled
on February 8, 2013, a weight of 164#.

Review of the Weight Recotd revealed the
following weights:

Fehruary 8, 2013, 163%.
February 10, 2013, 164#.

February 17, 2013, 149%. (Aloss of fourteen# ar
8.6 percent (%) in 10 days of admission.

February 24, 2013, 144#. (Aless of ninsteen # or
11.7% in 17 days of admission).

March 3, 2013, 142#. (A loss of twenty-one # or
12.9% since admission on February 7, 2013).

Medical record review of the Nutritionial Data
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F 279 | Continuted From page 3 F 279 4. Howwill the comactive action(s) be

inonitored to ensure the deficlent
practice will rot reoceur; i.e., what quality
Bssurance program witl ba put info plags,

Tha Director of Mutrition Services or designee will
review the Care Plan sudit and will report findings
monthly times three months to the members of
the Performanca Improvement Committee. The
comriittee will review the findings and make
recommiandations if any areas are feund to be
deficlent, The Perfarmance Impravement
Committee ingludas the Medizal Director,
Executive Dlractor, Director of Nursing,
Pharmaclst, Director of Rehab Services, Diractor
of Buzlness Devalopmant, Business Ofice
Manager, Diractor of Admigsions, Direclor of
Environmental Servica, Director of Health
Informatien, Director of Recreationa! Services,
Diractor of Maintenance, Diretor of Social

Senvices, and Staff Development Coordinater,  [4/5/2013

FORM CMS-25587{D2-99) Previous Versions Obsolate

Evant ID; 0KZP11

Facflly 1D; TN1801

if continuation sheet Page 4 0f 14



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRI:%EE{:&%}%Z{PQS

CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A ;U,LD,NG w}CDWLETED

445167 B. WING 03/12/2013
NAME OF PROVIDER OR, SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
80 JUSTICE ST
LIFE CARE CENTER OF CR LLE
0SS\ CROSSVILLE, TN 38555
X4) m SUMMARY STATEMENT OF DEFICIENCIES n] PROVIDER'S PLAN OF CORRECTION L]
PREFIX {EACH DEFICIENCY MUIST BE PRECEDED BY FULL PREF( {EACH CORRECTIVE ACTION 5HOULD BE COMPLETION
TAG REGIAATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss-REFEREgEcEgIEgg‘Ej)E AFFROPRIATE DATE
F 279 | Continued From page 4 F 279

Coliection/Assessment signed and dated
Febnuary B, 2013, by the Registered Dietitian
(RD) revealed "_.weight 163#...Usual Body
Waeight 160-170#.../deal Body Weight
154+/-10%...Body Mass Index (identifies possible
welght problems} of 25 (indicated overwaight for
height). '

Medical recard review revealed the resident was
being provided Spsach Therapy for Dysphagia
(swallow problems),

Observation of the resident in the resident's room
on March 12, 2013, at 8:00 a.m., and March 13,
2013, at 12:32 p.m., revesled the resident self
feeding the meal. Further observation revealed
one four ounce shake and two four ounce
containers of ice cream on the tray which were
consumed along with bites of various food items.

Medical record review of the care plan dated
February 7, 2013, revealed the weight loss had
not been addressed.

Interview with the Diractor of Nursing (DON) on
March 12, 2013, at 2:00 p.m., in the DON's office,
confirmed the care plan failed to address the
weight loss.

F 312 483.25(a)(3) ADL CARE PROVIDED FOR F 312
85=0 | DEPENDENT RESIDENTS

Aresident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.
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This REQUIREMENT is not met as evidenced
by: 1. What corractive actlon(s) will ba accomplished
Based on medical record review, observation, far those residents found to have been affacted:
and interview, the facility failed to provide Resitlent was givan a shower on 3/12/13. 312/2013
assistance with bathing as ordered for one
resident (#102) of thirty five residents reviewed. 2. How will you ldantiy other residents who have
. the potential to be affacted by the samea daficlent
The findings included: practice and what cormective actlon will be taken,
) All current residants have the potential to be
Resident #102 was admitted to the facility on gffacted. Education providad to nursing staff
Fabruary 23, 2013, with diagnoses including Atrial 415113 by Steff Davelopment Coardinator,
Fibrillation, Congestive Heart Failure, Ditector of Nursing, Asasistent Director of Nursing
Hypertension, Diabeles Mellitus, and Chronic and designees on providing assistance with
Obstrugtive Pulmonary Disease. bathing a5 ordered. 41512013
3. ABUrES Wi i lace
Medical record review of the Admission Minimum “mm?;;fnauc ch;';ﬁ‘: 3:;: ;Lt: :«,ake o
Data Set dated March 2, 2013, revealed the 1o ehsura that the deficient practiza will
resident did not have problems with memory or not recur?
cognition, and required extensive assistance of
one person for activities of daily living. The Dlrector of Nursing, Assistant Director of
Nursing and designeas will audit weekly for three
Observation of the resident on March 12, 2013, at monthg assistance with bathing by comparing the
8:34 a.m. revealed the resident unghaven, with residemts’ dally shower schedule ko the shower
matted, oily hair, dry skin on the forearms, soiled skin ezgassments for each shift to ensure that
hands and fingernails, and disheveled clothing bathing assistance was provided a3 arderad. 4512013
with small food crumbs on the front area of the
shirt,
Interview with the resident on March 12, 2013, at
8:34 a.m,, in the resident's room revealed the
resident was alert and orfented. Continued
interview revealed the resident reported the
facility had failed to shower the resident as the
resident had requested and scheduled on March
11, 2013. Continued interview revealed on March
11, 2013, in the mormning, the resident requested a
shower and a staff member whom was named
during the interview informed the resident a
FORM CM$-2567(G2-09) Pravious Versions Gbsalelo Event |0: BKZP11 Facillty ID: TN1801
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F 312 Continued From page 6 F 312 4, H?W will tha corrective action(s) be
shower would be provided during the afternaon, ;g;%:ﬁ}fnz:i;ﬁi ‘:iﬁclf;;t quslly
Continued interview with the resident revealed the assurance program wil e put into place.
resident stated "...now if's been nearly five days
since | have been in a shower...” Continuad
interview revealed the resident stated the facility ; ; 0 ey
did not pravide a bad bath on March 11, 2013, ;r;a;sz Qéf;'iﬁi*liﬁ lﬁiﬁﬁ?iﬁﬁm e
and stated "... if they did | sure don't remember assessmant audit and will raport findings monthty
it..." times three months to the members of the
Porformanse Impravament Commitiee. The
Medical record raview of the Care Plan dated committee will review the findings and make
February 23, 2013, revealed the resident was to ?ﬂ%"c’i‘;”nl"{}?;";g;g :“"a}'nzem;ﬁ;ﬂ?:::t“’ be
be showered twice weskly and as needed. Commitias Includes the Medical Director,
Exsculbive B r, Diractor ursing,
Record review of the Seven Day Lock Back phgmacigilmtor of Ren:z: ganﬂc&s, Director
Report Bath revealad the resident was last . of Buginess Davelopment, Buslness Offica
showerad on March 8, 2013, (four days prior) and Manager, Director of Adimisslons, Dirertor of
the resident was provided a bed bath on March Environmantal Service, Diractor of Health
11, 2013, Information, Director of Recreational Services,
Diractor of Maintanance, Director of Social
Interview with Licensed Practical Nurse (LPN) #2, Services, and Staff Devejopment Coordinator,  |4/5/2013
on March 12, 2013, at 8:54 a.m., in the east
nursing station, confirmed the resident was
scheduled for a shower on Mareh 11, 2013, and
the facility had documented a bad bath was
provided. Continued interview confirmed the
resident was alert and oriented, and "...if the
rasident stated it did not occur | assume it did not
ocour.,,."
F 334 | 483.25(n) INFLUENZA AND PNEUMODCOCCAL F 334
s5=E | IMMUNIZATIONS
The facility must develop policies and procedures
that ensure that ~
(i) Before offering the influenza immunization,
each resident, or the resident's legal
represeantative receives education regarding the
benefits and potantial side effects of the
immunization;
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infiuenza immunization or did not recejve the
influenza immunization due to medical
contraindications or refusal.

The facility mus! develop policies and proceduras
that ensure that ~-
(i} Befors offering the pheumococcal
immunization, each resident, or the resident's
legal representative recsives education regarding
the benefits and potential side effects of the
immunization;
(1) Each resident is offered a preumococcal
immunization, unfess the immunization is
medically contraindicated or the resident has
already been immunized:
(iify The resident or the resident's legal
representative has the opportunity to refuse
immunization; and
(iv) The resident's medical record includes
documentation that indicated, at & minimum, the
following:

(A} That the resident or resident's legal

(%4) © SUMMARY STATEMENT OF DEFICIENCIES ID FROVIDER'S PLAN OF CORREGTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHQULD BE COMPLETION
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O
F 334 | Continued From page 7 F 334 F 334
(i) Each resident is offered an influenza 1. What comactive action(s) will be accompfishad
immunization Octaber 1 fhraugh March 31 for thosa residents found to have been affacted:
anhually, unless the immunization is medically ) . ed o
contraindicated or the resident has already been 2’::5::;’;":;‘;:‘: Heg'a‘ﬁ‘}:}‘o“ﬂ::‘g:‘"de an
'T“"#h”‘ze'ﬂ It;unng tl:;ls umgdpertlpdl; | Management Director (LPN), Admissions Direstar
{iii) The resi ent or the residen § lega (LPN) or designee for residants #53; #127; #25:
representative has the opportunity to refuse #95; #35. 4752013
immunization; and
(iv) The resident's medical record includes 2. How il you Keaty other residents who h
docu tion that indieates, at 2 minimum, the « MOW WU you Kentriy oiner res) 0 have
foﬂmglnzqta helicates, &t m the potertial to ba affected by the same deficient
(A) Th ai the resident or resident's ! egal practice and what comective action will be tsken.
representative was provided education regarding By 4/5/13, the Hezith informatien Managsment
the benefits and potential side effects of influenza Director and Admissions Ditector completed an
immunization; and :udit of pt;]ugdoniat;aocln _cd:oer;s;nts ak:;d s or
B) That the resident either recejved the Qeumen UGathon provi fesidants o
(B) bt recejved t responsible parties, 4152013

3. What meagures will be put into place or
what systematlc changes will you make

to ensura that the deficient practice will
not racur?

The Executive Director provided writlan education
3111713 with the naw Directar of Admissians
ragarding complating the pnaumania vactine
consenta Upen admission. Tha Director of
Admissions will conduet an audit of all

admissions for three months to ensure that the
docunentation for preumenia vacéine education
and accaplance o daclination hes, baen obtained, (4572013
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F 334 | Continued From page & F 334 4. Howwil the corective action(s) be
representafive was provided education regarding monitored te ensure the deficiant
. practice will not reaccer; i.e., what quality
the benefils and potential side effects of assuranca program Wil be put nto piace,
pneumacoecal immunization; and
(B) That the resident either received the
prisumacoceal immunization or did not receive
&ig;ﬁ%ﬁg‘éﬁcﬁ: 'rr:f':;‘;}mﬂo" due to medical The Director ef Admissions or designee wi
, ’ review the pneumonia documentation audit and
{v) As an alternative, based on an assessment will raport findings monthly times three months to
End pracbbonel' I'ecommendaﬂon, a second the mambers of the Performanca Improvement
pneumococcal immunization may be given after 5 Committes. The committee will review the
years following the first pneurmococcal findings and make regommandations if any areas
immunization, unless medically contraindicated or are found ta be deficlent. The Performance
the resident or the resident's legal representative ggpfg“?m&*&?m";}'?‘;;L"rdgfr:;l:fomﬁiﬂg
. A rector, ve L \ rsing,
refuses the second immunization. Pharrnacist, Direcier of Rehab Services, Direstor
of Business Devalopment, Businass Dffice
Managet, Director of Admizsions, Diractor of
Environmenta) Service, Dirsctor of Health
Infarmation, Divector of Recroationa) Services,
This REQUIREMENT is not meat as evidenced Directar of Maintenance, Directar of Social
by: - Semvicas, and Staff Davelopimioht Coordinatar,  |4/5/2013
Based on medical record review, facifity policy,
anq interview, the facility failed to document the
resident was offered, provided education
regarding the benefits and potential side effects,
and received or did not receive the pneurnococcs|
immunization for five residents (#53, #127, #25,
#05, #35) of five residents reviewed.
The findings included:
Medical record review of the Informed Consent
for Pneumococeal Vactine revealed no
documentation regarding residents #53, #127,
#25, #95#35 were offerad, provided education
regarding the benefits and potentlal side effects,
and recelved or did not receive the pheumocoseal
Immunization.
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F 334

F 356
88=C

Continued From page 9

Review of facility policy, Influenza Vaceine,
Preumococeal Vaceine, and Fiu Outbreak
Management, dated December 6, 2007, revealed
"On admission...the pneumococceal vaccine is
offered If the resident has not recelved it
or...status is unknown...Education
provided...regarding benefits and side effects or
risks...Edycation, assessment findings.
administration, and monitoring are
tdocumented..."

Interview with the Administrator on March 12,
2013, at 7:25 a.m., in the Activity office, confirmed
the facility failed to follow the policy and falled to
document the administration or lack of :
administration of the pneumocoteal vaccine.
483.30(e) POSTED NURSE STAFFING
INFORMATION

The facility must post the following information on
a daily basis:
o Facility name,
o The current date, .
o The total number and the actual haurs worked
by the following categories of licensed and
unlicensed nursing' staff directly responsible for
resident care per shift:
- Registered nurses. '
-~ Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides.
o Resident census,

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift, Data must be posted as follows:

o Clear and readable format.

o0 In a prominent place readily accessible o

F 334

F 356

F 358

1. What cofvective action(s) will ba accomplished
for those resldents found to have been affected:

Nursa staffing board pestad in the main corridor
was updated 310413 to reflect current nursing

data. 3102013

2. How will you identlfy other residents who have
the potantial to be affected by the same deficient
practice and what corractive action will ke taken.

All resident havs the potential to be affected. On

3/28/13 the Director of Nursing educated nursing
leaciershin to update the board daily and esaign a
licansad nurse to updatm the bosard on the

weekends., 41172013
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F 356 | Continued Fron? page 10 F 388 5 what measures will bs put ito place or
residents and visitors. what systematle changes will you make
o #nsure that tha deficient practice will
The facility must, upon oral or written request, not recur?
mazke nurse staffing data available to the public “Tha receptionist will condust & dally audit for
for review at a cost net to exceed the community three months of the nurse staffing board to
standard. ensire current dats. 4112013
o . . 4 i be
The facility must maintain the posted daily nurse o comecive sdilonts)
staffing data for @ minimum of 18 months, or as practice will nt reocour; l.e., what quallty
required by State law, whichever is graatear, asgurance program will be put into place.
This REQUIREMENT is not met as evidencad The Director of Nursing or designee will review
by: the daily stafling boand audit and will repart
Based on obsertvation and interview, the facility findinge monthly times three manths to the
failed to post nurse staffing data in a prominent . members of the Perfonnance'lmprwamenl .
place readily accessible to residents and visitors . Committee. The committee will raview the
on a daily basis. findings and make recornmandaticns if any areas
are found to be deficient. The Performances
. - . Improvement Committes includes tha Medical
The findmgs included: Director, Executive Diractor, Directar of Nursing,
. . Phamnadist, Direster of Rehab Sendees, Director
Observation on March 10, 201 3, at 8:45 am., n of Business Development, Business Office
the front hall off the iobby, revealed the posted Manager, Directar of Admissions, Diractor of
nurse staffing data was dated March 8, 2013, Environmentsl Servica, Director of Haatth
inforrnation, Director of Recrealional Serviges,
Interview with Licensed Practical Nurse #1 on Dlrector of Malntenance, Director of Socia!
March 10, 2013, at 8:50 a.m., in the front hall off Servicgs, and Staff Development Coordinator, 41172013
the lobby, confirmed the posted nurse staffing
data was dated March 8, 2013, and was not
current.
F 514 | 483.75()(1) RES F 514
58=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE _
The facility must maintain ¢linical records on each
resident in accordance with aceepted professional
standards and practices that are complete;
accurately docurnented; readily accessible; and
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F 514 | Continued From page 11 F514] F5i4
systematically organized. 1. What eorrective action(s) will be accomplished
The clinlcal record must contain sufficient for those rasldents found te have been affecled:
information to identify the resident; a record of the Resident was providad personal cafe 3/12/13 and
resident's assessments; the plan of care and h s d]%':“ma“md appropristely by a ceriified 1212013
services provided; the resuits of any ufse sice.
preadmission sereening conducted hy the Siate;
and progress notes, 2. How wlli you identify other resldents who have
tha potentie] to ba affacted by the same deficient
- practice and what comrective pction will be teken,
This REQUIREMENT is not met as evidenced
by All eurrent residents have the potential to be
Based on medical record review, obgervation, affoeted. Education providad by 4/5/43 to nursing
and interview, the facility failed to accurately staff (registered nursws, licensed nurses, and
document persanal care for one resident {#102) ?ﬁﬁaﬁﬁiﬂdﬂ) b}f ,?f,f.ﬁ,,“"‘ﬂ;;";i?‘
B . - I A ar o '
of thirty-five residents reviewsd. Director of Nursing and dasignges on accurately
The findings included: documenting parsonal care provided. 41572013
3. What measuras will be put into place or
Resident #102 was admitted to the facility on what systematlc changes will you make
February 23,2013, with diagnoses including Afrial to ensure that the deficient practice will
Fibrillation, Congestive Heart Failure, not racur?
Hypertenslan, Diabetes Mellitus, and Chronic
Obstructive Pulmonary Disease. The Directar of Nursing, Assistant Director of
Nursing, MDS nurzes (LPNs) or designees will
Medical record review of the Admission Minimum audit the ADL dosumentation and comparne. it with
Data Set dated March 2, 2013, revealed the showar skin assessmants for residents with a
resident did not have problems with memory or state required Minimum Data Set assessment
cognition, and required extensive assistance of due during tha next three tanths. Any
ane person for activities of daily living, dnscrepanciqs will ba adc[resssd via a one-on-one
education with the associata responaible, 41572013
Observation of the resident on March 12, 2013, at
8.34 a.m., revealed the resident unshaven, with
matted, oily halr, dry skin on the forearms, soiled
hands and fingernails, and dishevelad clothing
with small food crumbs on the front area of the
shirt,
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F 514 | Continued From page 12 F 514
Interview with the resident on March 12, 2013, st 4. How will the correctiv action(s) be
8:34 a.m., in the resldent's room revezled the "‘rgﬁgemfﬁ:rnﬂmg‘f_?‘;ﬁcﬁgt quaity
resident was alert and oriented. Continued :ssumnoe progeam will be put Into place,
interview revealed the resident reported the
facility had failad to shower the resident as
| requested and scheduled on March 11, 2013.
.CDntInued tnt@NleW l‘eyea[ed on Mal'Ch 11, 201 3. The Ciractor of Numing or designee will paview
in the morning, the resident requested a sf!ower, the ADL documentation and MDS avdit and wil
and a staff member whom was named during the report findings monthly times three months to the
interview informed the resident a shower would members of the Parformance Improvement
be provided during the afternoon. During Committee, The comemittee will review the
continued interview, the resident stated "...now findings and make recominandations if any arsas
it's been nearly five days sinca | have beenina are found to be deficient. The Performancs
o i I e e o, e Ditstor, Diector of Mg
e e T | e ST
, ! oo of Business Development, Business Office
| sure don't remember it... Manager, Director of Admissions, Dicector of
Envirenmentst Sarvice, Rirector of Health
Medical record review of the Care Plan dated infomitation, Diractor of Recreational Sarvices,
February 23, 2013, revealed the resident was ta Director of Maintenance, Diractor of Secial
be showered twice weekly and as needed. Sarvices, and Staff Developmant Coordinater.  [4/5/2013
Recard review of the Saven Day Look Back
Report Bath revealad the resident was last
showered on March 8, 2013, {four days prior) and
the resident was provided s bed bath on March
11, 2013.
Interview with Licensed Practical Nurse (LFN) #2,
on March 12, 2013, at 8:54 a.m., in the east
nursing station, confirmed the resident was
scheduled for a shower on March 11, 2013 and
the facility had dooumented a bed bath was
provided. Continued interview confirmed the
resident was alert and oriented, and “...if the
resident stated 1t did not ocour | assurma it did not
oceur...”
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Continued From page 13
interview with LPN #3 ( the nurse supervisor on

duty on March 11, 2013) by telephone, on March

12, 2013 at 10:00 a.m., revealed on March 14,

2013, "...at approximately 4 p.m. and 8 p.m., the

resident declined a showsr..." Continued

interview confirmed the facility had documented a

bed bath had been provided and the facility
documantation was not accurate regarding
bathing, based on the resident's statements and
appearence.

Fai4

FORM CMS-2557(02-09) Pravious Verslons Obaolela

Event ID: 0KZP11

Faciitty 10: TN1804

If continuztion sheet Page 14 of 14,



